Abstract
Introduction unsuited for benchmarking purposes. It is unlikely that the required information could be extracted from all publications. In addition, too detailed rates may confuse patients.
From a patient's perspective, the risk of AEs should be based on subjects but not implanted hardware. For example, calculations based on electrodes result in the dilution of AEs rates as most patients become implanted with a bilateral DBS system. AE rates based on electrodes rather serve to evaluate the performance of hardware components. In addition, follow-up time is crucial to assess the cumulative risk for hardware-related AEs, which may occur even years after surgery. Aggregate follow-up of patient cohorts in patient-years can be deducted with ease from most studies (number of patients Ã mean follow-up) and used for comparison. In the present study we provide a detailed retrospective analysis of surgery-and hardwarerelated AEs in a consecutive ('real world') patient cohort involving the most common diseases treated by DBS in the most common surgical targets. In a corresponding report the same cohort has already been evaluated for DBS treatment-inherent AEs as well as AEs related to disease progression or comorbidities [8] . Data for this cohort were contrasted with retrospective data on all DBS patients operated at our institution to address possible bias that may stem from the evaluated period. To put these institutional data into a meaningful context we performed a systematic review of 103 publications. AEs were extracted from publications and reevaluated according to a triad of clearly defined and patient-relevant categories.
Patients and methods
Patient demographics, indications for DBS, surgical targets, and specifics of data acquisition, grading, monitoring, evaluation and statistical analysis have been detailed in a corresponding report providing a detailed workup of AEs related to ongoing DBS therapy [8] . In addition, intra-and postoperative images of all patients were reviewed. The present analysis was performed for the purpose of internal quality control as well as proper patient counseling which should be based on actual AE rates from the treating center and not from the literature. This work is part of a doctoral thesis by one of the authors (K.E.) and was approved by the Medical Faculty of the University of Hamburg. Data entered into the database were analyzed anonymously.
Mean and median follow-up for the patients assessed (123) was 4.7 years (standard deviation 1.5 years; range 0.7 to 7.3 years). The follow-up period was <12 months for 1 patient and <24 months for 4 patients. This represents an aggregate period of 578 patient-years (4.7 years x 123 patients). We did not consider electrode-years but only patient-years as explained above.
Surgery was performed by two of the authors (WH and JAK). The procedure was performed using the same surgical technique throughout the investigated period complying with standard of care at our institution. In brief, this involved mounting a Zamorano-Dujovny stereotactic frame under general anaesthesia, MR imaging and intraoperative computed tomography (sliding gantry system; Siemens, Erlangen, Germany) followed by co-registration of the acquired images (iPlan software; Brainlab, Feldkirchen, Germany) as previously described [9] . Following extubation and placement of the burr hole, implantation of quadrupolar electrodes (model 3389; Medtronic, Minneapolis, Minnesota, USA) was guided by microelectrode recordings and microstimulation using a Ben's gun system (AlphaOmega, Nazareth, Israel). In some instances, GPI electrode implantation and rarely STN stimulation was performed under general anaesthesia [10] [11] [12] .
Intraoperative CT scanning was used to document the stereotactic electrode position and to assess for complications such as hemorrhage. The pulse generator (Kinetra, Soletra, Activa PC, or Activa RC; Medtronic, Minneapolis, Minnesota, USA) and extensions were implanted on the same or following day. All patients received an antimicrobial prophylaxis during surgery that was continued for an additional three days. Dexamethasone or other steroids were not administered.
AEs related to surgery or the implanted devices may vary over time depending on experience, modification of the procedure or availability of novel implants. Thus, the investigated cohort was contrasted with all patients (423) who underwent implantation of a DBS system at our institution from 2002 until December 2016. With a mean follow-up of 3.6 years this represented a cumulative follow-up of 1523 patient-years. Relevant data on AEs in our DBS patients as a whole were obtained from a complete set of surgical reports, postoperative imaging and from a prospectively acquired patient list maintained for the collection of surgery-and hardware-related complications. The last patient visit at our institution was used to determine follow-up and to calculate patient-years.
In order to compare these data with the literature a systematic review was performed. Since there is no consensus on the reporting of DBS surgery-and hardware-related AEs, an unambiguous reporting system has been created based on the following three categories: (1) intracranial AEs including hemorrhages and other intracranial complications, (2) infections, erosions and related AEs requiring partial or complete hardware removal and (3) lead revisions for various reasons including the indication for lead revision. These categories are relevant from a patient's perspective and these offer several advantages with only few limitations as summarized in Table 1 .
The systematic review adheres to the 'preferred reporting items for systematic reviews and meta-analyses' (PRISMA statement [13] ; S1 Table) . The 'PubMed' database (http://www.ncbi. nlm.nih.gov/pubmed) was searched (last search on January 7, 2017) using the following search term:
. Additional studies were retrieved by searching the reference lists of papers by hand. The pivotal prospective and monitored DBS trials for Parkinson's disease, tremor, or dystonia, were also included. According to PICOS criteria the following studies were eligible: (1) Participants (P): Adult patients (age !18 years) having undergone implantation of a DBS system for movement disorders; (2) Intervention (I): AEs from DBS surgery or the implanted hardware within the stated follow-up period; Comparator (C): not applicable; control group not required; (3) Outcomes (O): AE rates according to three categories as defined in Table 1 ; (4) Study Design (S): all study designs except for case reports.
The retrieved articles were screened, and the following studies were excluded: case reports (32); reviews (9); articles not written in English (5); pediatric patient cohorts (2); IPG replacement studies (2; although both studies are discussed in this paper); reports presenting data that are included in later studies (2); studies with a different and non-applicable acceptation of a search term (early motor complications) (4); letter to author (1); non surgical AEs (3), e.g., about psychiatric AEs; studies related to technical defects of hardware and those dealing with MR imaging with DBS systems (2); studies about the diagnosis and management of specific AEs in selected patients cohorts, e.g. Twiddler syndrome, pneumocephalus, abscess, scalp erosion, electrode removal (9).
All studies that have remained after the first selection process were systematically reviewed (cf. flow chart). There was no additional step for the exclusion of studies based on other reasons (e.g. retrospective studies; less informative reporting).
Different approaches have been proposed for the assessement of study quality, but there is no consensus on a particular tool yet. Most tools have been tailored to the needs of intervention-related studies, and in particular recommendations for the assessment of the quality of studies evaluating surgery-and hardware-related complications are not available. Martin et al. have addressed this topic for urological surgery [14] . On the other hand, most of the proposed tools cover similar items. Hence analysis of study quality for the present systematic review will follow core questions included in most questionnaires [15] [16] [17] [18] [19] . As explained in Table 2 , several issues are irrelevant for the present systematic review as it does not rely on results and statistics provided in the evaluated papers. In addition, a control-group and randomization are not required, and double blinded assessments are impossible for the assessment of AEs that are definitely related to DBS surgery or the implanted hardware. The most relevant issue determining study quality for the purpose of the current review has been the possibility to collect complete and accurate data from the assessed papers. On the other hand study design may have an influence on AE reporting, e.g., underreporting of AEs in studies without external data monitoring. To this end the subgroup of prospective trials involving external data monitoring was compared with other studies. To assess possible differences in AE rates that may be related to study size (number of patients) or duration (follow-up period) additional subgroup comparisons were performed.
Data extraction from eligible publications involved: (1) identifying the number of patiens having received DBS implants and calculation of cumulative patient-years based on mean follow-up; (2) extraction and classification of AEs according to the proposed categories (cf. Adverse events in deep brain stimulation: Surgery-and hardware-related Table 1 ), followed by calculation of incidences based on patients and patient-years. Eligible papers were reviewed independently by two members of our group of authors and all numbers were compared. In case the numbers extracted from papers differed between two raters, papers were reassessed until consent was reached. Studies were not excluded if exact numbers could not be calculated. For example, several papers only presented the number of symptomatic hemorrhages. In this case the total number of hemorrhages was assumed to be equal or larger than the published number. Another example would be papers stating the incidence of infections but not the number of patients requiring removal of (parts of) their DBS system. In this case the number of patients with hardware removal was assumed to be less or equal to the number of reported infections. Average AE rates, standard deviations and medians among different studies were calculated in two different ways: (i) AE rates from applicable studies were averaged, thus equal weight was given to each study irrespective of cohort size (per-study analysis); this rate indicates the average risk for a patient who would be randomly assigned to one of the treating centers that had been included into the systematic review; (ii) AE rates were also determined by pooling the incidences of a given AE among all applicable studies and by dividing this number by the total number of patients included in these studies (per-patient analysis); this rate assigns equal weight to each patient and it indicates the average risk for a patient based on all patients who had been reported on in the investigated studies.
Heterogeneity of AE rates between studies was analyzed in a random effects meta-analysis and possible effects of study size and publication year were assessed in a mixed-effects metaregression by using the meta and the metafor packages in R version 3.4.1 [20] [21] [22] . Factors that may contribute to publication bias have been summarized in Table 3 . Publication bias (cf. 
Question

Assessment and comments
Were the outcome measures clearly defined, valid, reliable, and implemented consistently across all study participants? Were the results well-described?
AE rates were calculated based on primary data presented in each paper; the systematic review does not rely on statistics presented in papers; quality of data presentation was high if exact AE rates could be determined; if exact numbers could not be calculated from papers, we determined AE rates representing the lowest or highest possible rates
Were the statistical methods well-described? Did the authors report that the sample size was sufficiently large to be able to detect a difference in the main outcome between groups with at least 80% power? Was a sample size justification, power description, or variance and effect estimates provided?
N/A; the systematic review did not rely on statistics presented in papers; the number of patients implanted with DBS systems is indicated; as DBS patients are not compared with non-operated patients sample size justifications are not required for the purpose of this review; possible effects of cohort sizes on AE rates were investigated in the current manuscript
Were study participants and providers blinded to treatment group assignment? Were the people assessing the outcomes blinded to the participants' group assignments?
N/A; blinded evaluations are impossible to perform and these are not required for the assessments of AEs that are definitely related to DBS surgery or to the implanted hardware; the assessments do not require a control group (see above)
Were all randomized participants analyzed in the group to which they were originally assigned, i.e., did they use an intention-to-treat analysis?
N/A; all patients implanted with DBS systems were taken into account but not patients from control groups; an intention-to-treat analysis is not useful for the assessment of AEs related to DBS surgery and implanted hardware
What was the overall drop-out rate from the study at endpoint?
Drop outs were taken into account for the calculation of cumulative follow-up (patient-years) if dates had been indicated by the authors https://doi.org/10.1371/journal.pone.0198529.t002
Adverse events in deep brain stimulation: Surgery-and hardware-related Table 3 . Evaluation of publication bias.
Possible source of bias Assessment and comments
Unpublished studies because of rejections based on peer reviews, journal policy or editor decisions; unsubmitted studies; uncollected AE data Difficult or impossible to assess in a reliable manner; AE studies represent "negative" studies par exellence and may be rejected for the lack of novelty; on the other hand AE data are of interest due to their clinical relevance; actual AE rates may have an influence on peer review: high AE rates may be regarded to discredit an established procedure and low AE rates may be denied for other reasons; looking up websites of DBS centers would not reveal whether AE rates were based on own data or data from the literature and how data were collected; a survey among centers would probably result in selected responses, thus data quality and reliability would be variable; a comparison with health care-related databases appears to be the most straightforward approach and was performed for this systematic review
Selection of papers to be evaluated The process of selecting studies for a systematic review may influence results; in the present systematic review only a single selection step for the exclusion of nonapplicable studies (case reports etc.; cf. Methods) was applied Study design Selection of studies based on study design may influence results; as opposed to studies comparing differential effects of interventions study design per se is not relevant for the assessment of AEs definitely related to DBS surgery or hardware; in RCTs acquisition of AEs may be more complete than in retrospective studies due to data monitoring; to analyze possible underreporting monitored multi-center trials were compared with other studies; to investigate whether the quality of data presentation (cf. study quality) was associated with actual AE rates, studies were compared based on the accuracy with which AE rates could be determined
Number of subjects Smaller studies may be less accurate and representative than larger studies; smaller studies are more likely to be drafted and accepted for publication if these report on positive findings; according to this, one may hypothesize that AE rates reported by smaller studies might be lower than those of larger studies; on the other hand, cohort size reflects clinical experience, thus smaller studies may be charged with higher AE rates; larger studies are more likely to be completed and submitted for publication due to the effort and resources spend, thus unfortunate AE rates from larger studies are more likely to be published than from smaller studies; the number of subjects included in each of the evaluated studies is indicated; possible effects of cohort sizes and follow-up on AE rates were investigated and are discussed in the manuscript
Publication date More recent studies may report on lower AE rates because of technical advances and higher medical standards; on the other hand, the date of publication is delayed by the length of follow-up; longer follow-up also increases the chance to collect hardware-related AEs; in addition, the initial treatment of a patient with long follow-up may have been according to outdated medical standards; a possible effect of publication date was investigated large health-care related databases from the USA containing real-world data from non-academic and academic hospitals. In addition, we compared studies based on the quality of data presentation, i.e. studies for which exact rates could be calculated as opposed to studies permitting us to determine extreme (lowest or highest possible) rates only. Statistical analysis was performed with Sigmastat (Sigmastat 2.03; Systat Software Inc., Chicago, USA).
Results
Among a total of 433 AEs, 23 AEs (5.3%) were related to surgery or the implanted hardware and affected 18 patients (14.6% of 123 patients). All AEs related to the surgical procedure or implanted hardware are presented in detail in S2 Table. The age of patients affected or nonaffected by surgery-and hardware-related AEs did not differ (p> 0.05; Mann-Whitney U Test).
Intracranial complications
In two cases, a small hemorrhage in the striatum along one of the implanted electrodes was detected (Fig 1 and S2 Table) . The maximum extent of these hemorrhages was observed in repeated CT scans obtained on postoperative day three (patient#1; diameter 1.2 cm) or day one (patient#2; diameter < 1 cm; Fig 1) . Both hemorrhages went along with transient impairments that resolved completely. A 65-year-old male suffering from Parkinson's disease developed moderate deficits in cognition and word fluency. These had improved significantly until discharge and had resolved completely within the following three months. A 75-year-old female suffering from segmental dystonia revealed postoperative dysphasia, gait disturbances with delayed mobilization and problems with movement initiation (but normal strength after full innervation) contralateral to the hematoma. Symptoms improved during the hospital stay and fully resolved within three months. Both patients were suffering from hypertension and coronary artery disease involving prior (in one case repeated) coronary artery stenting. Both patients had discontinued aspirin one week prior to surgery.
The rate of intracranial complications in this cohort (1.6%; n = 123 patients) is slightly lower than among all patients implanted with DBS electrodes at our institution until 2016 (2.1%; n = 423).
Hardware removal and other infection-related AEs without hardware removal
In four patients (3.3%) IPG removal was required because of infection (three patients were reimplanted). The pertinent information is summarized in S2 Table. In only one case, a 60-year-old patient suffering from insulin-dependent diabetes mellitus, infection (Staphylococcus aureus) occurred within the first 3 months. One 69-year-old patient suffered from repeated infections at (different) IPG sites that required an additional course of explantation and replantation. The ages of the other affected patients were 70 (non-purulent chronic inflammation with erosion) and 64 years (purulent infection).
Other wound complications or circumscribed secondary wound healing (four patients; 3.3%) were treated by local revisions (S2 Table) . Until preparation of this manuscript these four patients have had between 67 and 119 months follow-up without the recurrence of infections or erosions in the re-operated areas. The ages in these patients (17 to 75 years) had a broader range.
All AEs involving hardware infections were reversible. In the present cohort (and all other patients implanted with DBS systems at our center) we never observed infections at the burr hole or intracranially.
The rates for hardware removal in this cohort of 123 patients (3.3% and 0.7% per patientyear) were similar to all patients implanted with DBS electrodes at our institution until 2016 (n = 423; 2.6% and 0.7% per patient-year). 
Lead revisions and other device-related AEs
One defective electrode (low impedance for several contacts) was replaced one week after implantation (S2 Table) . There was no lead migration or surgical revision because of lead misplacement. The rates for electrode revisions in this cohort of 123 patients (1.6% and 0.3% per patient-year) were similar to all patients implanted with DBS electrodes at our institution until 2016 (n = 423; 1.4% and 0.4% per patient-year).
Systematic review of literature
For a meaningful comparison of the present cohort with other studies we systematically reviewed 103 studies. Eligible studies were identified as described above and this process is shown in the flow diagram (S1 Fig) . In many instances exact numbers could not be derived (Table 4 ). This was due to missing information. Typical examples for this are: (1) the reporting of symptomatic hemorrhages only; (2) the reporting of a number of SAEs without specifying these; (3) the reporting of infections without giving further details about consequences (e.g. explantation of hardware); (4) the reporting of surgical revisions without indicating electrode revisions.
The average rate of intracranial complications was 3.8% and 3.4% for per-study and perpatient analysis, respectively (Table 5 and Fig 2) . For intracranial complications there was a significant degree of heterogeneity between studies (random effects logistic meta-analysis; The rates for hardware removal were 4.3% and 3.8% for per-study analysis and per-patient analysis, respectively (Table 5 ; Figs 3 and 4) . Similarly, evaluations based on patient-years (i.e., the reported follow-up is taken into account) revealed lower annual rates for per-patient analysis than for per-study analysis (Table 5) . Lower rates obtained for per-patient analysis suggest that hardware removal rates may be lower in larger studies. For hardware removal there was a significant degree of heterogeneity between studies (random effects logistic meta-analysis based on per patient-year rates; For lead revisions the incidences were 5.8% and 4.5% for per-study and per-patient analyis, respectively (Table 5 ; Figs 5 and 6 ). Similar to hardware removal, this suggested that rates might be lower in larger studies. For lead revisions there was a significant degree of heterogeneity between studies (random effects logistic meta-analysis based on per patient-year rates; I To investigate whether AE rates were associated with the quality of data presentation we compared studies from which exact AE rates could be determined with studies permitting to calculate extreme (lowest or highest possible) rates only (cf. Table 4 ). For hardware removal and lead revision average rates were lower in studies from which exact rates could be determined (Table 6 ). Although none of the differences were of statistical significance (p> 0.05; ANOVA), a systematic review that had been limited to studies with exactly calculable rates had resulted in lower mean rates for hardware removal and lead revision. Summary of adverse events related to DBS surgery and implanted hardware as analyzed from studies published between 2000 and 2016. The categories 'intracranial AE', 'hardware removal' and 'lead revision' are explained in Table 1 . The numbers represent mean (standard deviation; median) percentages as calculated from Table 4 . The number (n =) of applicable studies is indicated. For hardware removal and lead revision two numbers are presented (e.g. n = 38 & 34) indicating the number of applicable studies for the analysis of 'Incidence' (n = 38) and 'Incidence per-patient-year' (n = 34). Per-study, mean values represent the average of percentages that have been calculated among eligible studies (i.e., the same relative weight is given of each study irrespective cohort size). Per pat., the total number of patients affected by respective AEs in applicable studies was summed up and divided by the total number of patients included in these studies. For calculation of 'intracranial AEs' the studies by Rughani, 2013 and Voges, 2007 were excluded as the actual number of individual patients could not be determined (cf. 
Discussion
This study provides comprehensive short-and long-term data on complications related to DBS surgery or the implanted devices. In the present cohort all AEs related to surgery and the implanted hardware were reversible and resolved without permanent sequelae. To obtain comparable data about the frequency of such AEs in the literature a systematic review was performed on 103 studies involving a reassessment of AE rates based on a triad of clearly defined categories.
Intracranial complications
The incidence of intracranial AEs at our institution compares favorable with rates determined from a systematic literature review. It is disputed whether age and hypertension represent true risk factors for intracranial hemorrhages as, for example, age may only serve as a surrogate for medical comorbidity (e.g. [54, 94, 122] ). In our cohort, hemorrhages occurred at the ages of 65 https://doi.org/10.1371/journal.pone.0198529.g002
Adverse events in deep brain stimulation: Surgery-and hardware-related and 75, and both patients were suffering from hypertension and coronary artery disease treated with coronary artery stenting. Both patients had discontinued aspirin one week prior to surgery. As a consequence from these two cases, we now require patients to discontinue aspirin for two weeks prior to surgery. Microelectrode recordings (MER) have been related to an increased risk of intracerebral hemorrhages [54, 89, 101, 123] . Nevertheless, it has been demonstrated that MER can also be performed with a very low risk of hemorrhagic complications (e.g. [36] ). In consideration of the potential risks, we limit the number of microelectrode passes to a minimum, but continue to regard MER very highly as these generate patterns that provide a high level of confidence for proper electrode implantation. Since 2002 the position of only one electrode has been revised. In this case a properly placed GPI lead was repositioned within the GPI 14 months after primary implantation, which, however, did not result in increased efficacy. In another patient we recommended revision of a suboptimally placed VIM electrode, but surgery was declined. We attribute our low rates of lead revisions to the information gathered from MER. Adverse events in deep brain stimulation: Surgery-and hardware-related
Hardware removal
Hardware removal rates in the investigated cohorts appear to be relatively low when compared to the literature. This might be due to the fact that a tried and tested implantation procedure has been adopted from the beginning. In 6 of 11 (2.6%) cases non-purulent chronic inflammation had resulted in erosion of the skin and occured late. This number also includes three nonpurulent infections that occurred between 17 and 32 months after IPG replacement (see below). In rare instances, chronic inflammation might be due to an abnormal foreign body reaction [124] [125] [126] , but it is unclear whether this played a role in the patients affected. It would be desirable to obtain a histological workup in future cases. One patient suffered from mechanical erosion at the IPG site caused by backpacking.
In contrast to other reports [37, 43, 127-129], we found that the risk for device infection after IPG replacements is lower than after primary implantation. We have performed >330 IPG replacement procedures since 2002 without purulent infections. In three patients there Adverse events in deep brain stimulation: Surgery-and hardware-related were long-term complications in the form of chronic inflammation or erosion that had occurred between 17 and 32 months after IPG replacement.
Lead revisions
Lead revison rates in the investigated cohorts were lower than those from a systematic literature review. One patient required a lead replacement after low impedances were detected for one of the electrodes during monopolar review. Since we could not rule out that the miniplate used for lead fixation had caused a short circuit, we now use a piece of silicon to pad the miniplate. This problem has not been observed in the cases operated thereafter. We did not observe any electrode dislocations. It is now common knowledge that the connector should not be Lead revision 5.1 (5.0) 9.1 (9.6) 7.0 (9.6) 2.9 (4.6) 6.1 (5.1) 5.2 (4.9) 1 and 5.6
Mean percentages (standard deviation) are indicated. Values are based on at least 5 studies with two exceptions for which single rates for the according studies were presented (in italics). None of the differences proved to be statistically significant (p > 0.05; ANOVA).
https://doi.org/10.1371/journal.pone.0198529.t006
Adverse events in deep brain stimulation: Surgery-and hardware-related placed into the neck region as this had represented one of the most crucial risk factors for lead dislocation or fracture [130, 131] .
Systematic review of literature
When we attempted to relate the surgery-and hardware-related AEs of our cohort with the literature we realized fundamental, yet largely unrecognized problems related to inconsistent reporting, which required the recalculation of AE rates according to unambiguous categories (cf. Table 1 ). In their entirety the three proposed categories cover most surgery-and hardware-related complications that would require a rating as severe and serious. Nonetheless, exact numbers could not be derived from many publications including monitored prospective trials. Thus it had not been possible to collect more precise data by restricting the present systematic review to monitored prospective trials only. On the other hand, the exclusion of less informative studies had resulted in lower mean AE rates (cf. Table 6 ). Hence it represented a more conservative approach to refrain from a second selection step elimating such studies. A significant degree of heterogeneity between studies was observed for all three categories. With regard to hardware removal and lead revision, by meta-regression analysis a significant, but only minor degree of heterogeneity was explained by study size, with lower rates in studies with higher cumulative patient-years. Funnel plot asymmetry was found for all three categories and may be explained by publication bias with a relative lack of studies reporting higher rates of AEs. This gains support from recent analyses of health care-related databases reporting rates for lead revision and hardware removal that were markedly higher than the figures derived from the present systematic literature review [26, 31, 35, 132] .
Strengths and limitations of the study
A consecutive ('real world') patient cohort was investigated reflecting the most common diseases treated by DBS and the most common surgical targets. This study has the advantage of exclusion from the unavoidable selection bias of prospective studies that recruit patients according to defined inclusion criteria. Thus, our cohort is likely to represent patient populations similar to those of other DBS centers. Follow-up was relatively homogeneous and comparably long (cf. Table 4 ). Complication rates did not decline over time, which may be explained by the fact that a tried and tested procedure has been used from the beginning.
Possible limitations of the present study might be its retrospective design and lack of independent data monitoring. Prospective reporting has been demonstrated to lead to higher AE rates [69] . However, precisely for that reason we have created categories that are based on AEs involving readily accessible and archived source documents (i.e., postoperative imaging, surgical reports), which minimizes the risk of underreporting.
Conclusions
The incidence of adverse events related to surgery or DBS implants in the present cohorts compare favorable with rates derived from a systematic review of the literature. Benchmarking was based on three categories that are clearly defined and relevant from a patient's perspective. The categories require no more than selected and readily accessible source documents, and they are applicable to retrospective assessments. Although the categories cover mostly severe and serious AEs, a systematic re-evaluation of 103 publications revealed that exact AE rates could not be determined from many studies. This could not be attributed to study designs. There was significant heterogenity between studies for all three categories. For hardware removal and lead revision a significant, but only minor degree of heterogeneity between studies was explained by study size. Due to possible publication bias literature-based assessments may underrate actual complication rates. 
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